This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Study design
Randomized controlled trial, carried out in single centre. The patients were stratified according to diagnostic category on admission. The RTCS had four components:
(1) a set of algorithms indexed to respiratory signs and symptoms utilised for prescribing respiratory care treatment;
(2) a triage score employed to stratify patients with respect to the severity of their respiratory conditions; (3) a group of therapist evaluators, and; (4) a group of implementing therapists.
The expert (one of the therapist investigators) who formulated the standard respiratory care plan based on the Clinical Practice Guideline-based algorithms was blinded to the RTCS care plan and to the patient's treatment group. The evaluation of patients and drafting of the care plan by the therapist investigator was performed within 6 hours of the actual respiratory care orders being written.
Analysis of effectiveness
The principle used in the analysis of effectiveness was intention to treat. The agreement between the patient's initial respiratory care plan (determined by the physician or by the RTCS) and a standard respiratory care plan, was the primary clinical outcome measure employed in the study. The agreement on 6 respiratory categories (including bronchodilator, bronchopulmonary hygiene, hyperinflation, supplemental oxygen, oxygen monitoring, and suctioning) was assessed based on two sets of criteria, (stringent and liberal). In the terms of stringent criterion, complete concordance on all categories and specific treatments was required, while the liberal criterion stipulated agreement on all categories of respiratory care but allowed discordance on specific treatments. The hospital mortality was reported as a secondary clinical outcome. The study groups were found to be comparable in terms of demographic characteristics, admission diagnostic category, smoking status, and triage score. A multivariate logistic regression model was used to adjust for the effects of potential confounders, and the adjusted outcome values were reported. When comparing the study groups in terms of agreement in individual respiratory category, a correction was made for multiple testing.
Effectiveness results
The rate of perfect agreement (agreeing on 6/6 modes) with the standard care in terms of the stringent criterion was 32% in the RTCS-directed group versus 9% in the physician-directed group, (p<0.001). The corresponding values for the liberal criterion was 44% in the RTCS-directed group versus 22% in the physician-directed group, (p<0.001).
The mean (SD) percent agreement in terms of the stringent criterion was 82% (17%) in the RTCS-directed group versus 64% (21%) in the physician-directed group, (p<0.001). The corresponding values in terms of the liberal criterion was 86% (16%) in the RTCS-directed group versus 72% (23%) in the physician-directed group, (p<0.001).
In terms of the stringent criterion, the RTCS group had an adjusted odds of perfect agreement 6.9 times higher than the control group (95% CI: 2.4 -20), while the corresponding value in terms of liberal criterion was 3.4 times higher (95% CI: 1.5 -7.6).
The RTCS group had an adjusted relative risk value of 3.8 (95% CI: 1.8 -7.7) in terms of the stringent criterion, and 2.1 (95% CI: 1.3 -3.5) in terms of the liberal criterion.
The hospital mortality rate was 5.7% in the RTCS-directed group versus 5.6% in the physician-directed group, (p=0.99), with a relative risk of 1.04 (95% CI: 0.27 -4.0) in the RTCS group.
CRD COMMENTARY -Selection of comparators
The comparator chosen represented the usual practice in the context in question. You, the database user, should consider whether this applies to your own setting.
Validity of estimate of measure of benefit
The estimates of effectiveness are likely to be internally valid given the randomized design adopted, the power of the study, and the fact that effects of potential confounders were accounted for. The study may be regarded as a costconsequences analysis.
Validity of estimate of costs
Quantities were reported separately from the costs and adequate details of methods of cost estimation were given. The validity of the cost results may have been affected by not including some of the important cost components (as acknowledged by the authors). The cost results may not be generalisable to other settings or countries.
Other issues
The authors' conclusion seems to be justified given the randomized design and the costing methodology adopted. The issue of generalisability was addressed by discussing some of the potential limitations of the study. For example, the study findings may not be generalisable to other medical settings with a different composition of housestaff, attending, and senior physicians. Alos the study did not exclude other possible strategies including more intensive physician training. Adequate comparisons were made with other studies.
Implications of the study
A further study is needed to identify whether perceptions about the impact of the RTCS are real, in particular, whether house officers trained in institutions using respiratory care protocols have greater or poorer knowledge of respiratory care prescribing than others.
Source of funding
None stated.
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